MISSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH . E63—0_29660

DEPARTME RE
NT OF PUBLIC HEALTH AND WELFA '?SEU STATE FILE NUMBER
Registrar's No. _____ % SF0 2 %

DO NOT WRITE NDED Regiatration District No. ------3-}8--—?"'1“'? Reginrarion District
ON THIS STUB Hit 3 e

HF ety <~ Vv I 2. USUAL RESIDENCE (Where decessad lived. If institution: Reiidence befare

&, COUNTY ) a. STATE Indim b. COUNTY vanderbu:ngh admiion)

b. CITY [ ouniide corporate [imits, give TOWNSHIF only) Length of stay in Ib e. CITY Inside Limits
ORr :

1S _gp. LOUTS, MISSOURI om_ Evansville e N D

c. FULL NAME OF {If NOT in hoapital, give location) Inside Limita d. STREET (If cutside, give location) Reside on Farm
HOSPITAL OR ADDRESS

wsiioion ~ BARNES HOSPITAL | Ye QO 1045 EeBlackford Ave. |™0 ™8
a. #AME ?Fﬂt;f;:EASED ] First Middle Laat 4, DOAI;'E Month Day Year
e ALTA F. ARNOLD oia  JULY 15 1963

5. SEX 6. COLOR OR RACE 7. Married XJC Never Married [] [B. DATE OF BIRTH 9. AGE {last birthday) |IF UNDER 1 YEAR | IF UNDER 24 HR

Female @hite Widowed [] Diverced [ n/z Tmm 62 Months | Days Houu—[ Min.

10a. USUAL OCCUPATION {Give kind of work dona | 10b. KIND QF BUSINESS OR INDUSTRY BIRTHPLACE (City and »tate or country) | 12, CITIZEN OF WHAT COUNTRY

durinha.?l;;af war?r‘en life, even if retired} At Home Evansﬂ.llengig_ UeS

S\ gy
13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14, NAME OF HUSBAND OR WIFE

Albert W."unkhouser Alta C.Crai, HJEArnold

15. WAS DECEASED EVER IN U.5. ARMED FORCES? 14. SOCIAL SECURITY NO. [17. INFORMANT * Address

(Yes, Nbor unknown) I (If yes, give war or dates of servi H.E .Amo]_d. Evangvi]_le.]:nd.

18. CAUSE OF DEATH (Enter only one cause per line T = INTERVAL BETWEEN
PART I. DEATH WAS CAUSED BY: ONSET AND DEATH

IMmEDIATE cause f  Intracranial hemorrhage, etiology unknown 18 hr.

VS 300
Rev. 4/59

1

2 8122,

DATE AMENDED

T

DOCUMENT

Conditions, if any, DUE TO (b)
which gave risme 1o

above causa [a), .Y

stating the under- 4 5/ ﬂ

lying cousa [ast. DUE TO (c)

PART 11. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not related to the terwminal PART 1il. If decessed was femals was
diseare condition given in PART | (a) there & pregnancy in last 90 days.

EREED l O Unknown

19. WAS AUTOPSY | 20a. ACCIDENT SUICIDE HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART L or PART Il of item 18.)
PERF D? i} a a
YES [*Ym]

20c. TIME OF Heowr Month, Day, Year
INJURY a.m.
p.m. ~

20d. INJURY OCCURRED 20e. PLACE OF INJURY {e.g., in ar about home, | 20f. CITY, TOWN, OR LOCATION COUNTY
. WHILE AT WORK [] farm, factory, strast, office bildg., erc.)
%, NOT WHILE AT WORK (J

.2l. | attended the deceased from 67/99’/6? h__’zzl%—nnd last uwﬁ alive on 7/15!63

" Death occurred at. H 00 me m on the date stated above, and to the best of my knowledge, from the causes stated.

- N
22a. SIG E - (Degres or 1e} 22k. ADDRESS . Aéi ED
P LY oo 1 M.D. BARNES HOSPITAL | 1/18/63"

AMENDMENTS ON THIS RECORD ARE AS FOLLOWS
INSTEAD OF

MEDICAL CERTIFICATION

USE BLACK INK

TYPEWRITER RIBBON

SHOULD READ

o

23a. BURIAL, CREMATION, | 23b. DATE \ 23c. NHO\E OF CEMETERY OR CREMATORY 23d. LOCATION (City, town, or county) {State}

REMOVAL &S.pm:ify)

7-=18-63 Oak Hill C

a8 L
24. FUNERAL DIRECTOR ADDRESS E?D mgl REG.

Robert Greek Mortuary,Evansville,lInd.

BY AFFIDAVIT OF

ITEM NO.




STATEMENT. BY LICENSED EMBALMER

| hereby certify that the body whose name is recarded on the reverse side of this certificate was embalmed by me,

— S

or by Student Embalmer No.

working under my personal supervision, M ‘Z//)
. )
Student i E.&7 = EJ —bti A9
. Signature of Student Embalmer
ra 4 ’
Licensed Embalmer No. 7/" ' \3

P. O. Addressja’)j? s JML ;? E o) )

Nofe: The above MUST BE SIGNED BY THE LICENSED EMBALMER.m his OWN HANDWRITING. (Failure to comply
with' the above constitutes grounds for revocation of licenge).™ Tgaets N
If embalmed by a STUDENT, he also shall sign in his, OWN handwrmng :
It this body is not embalmed, fact should be so. stated above.




